The recognition of post-traumatic stress disorder (PTSD) as a clinical entity was not until 1980 (American Psychiatric Association, 1980) . It was considered a relatively uncommon condition that resulted from an experience that anyone would find traumatic, such as military combat. Expanded in 1994, PTSD now refers to witnessing any shocking, horrific or life threatening event, and notes that it can be particularly severe or long lasting when the event is "of human design" as in the case of terrorism (Breslau, et al.,1991; Solomon & Canino, 1990) . It is the fifth most common psychiatric disorder ) and the lifetime estimate of PTSD among US adults is 7.8 percent; with women twice as likely as men to experience it (10.4 percent and 5 percent respectively) (Kessler, et al., 1995) . Lifetime exposure to traumatic events, but without necessarily developing PTSD, may be as high as 70 percent (Norris, 1992) .
In 1996, only 13 percent of the public were concerned "a great deal" about terrorism in public places in the United States (Pew Research Center, 1996) . In 2001, the terrorist attacks of September 11, 2001 produced widespread horror throughout the country, and elicited both direct and indirect reactions from people. A national survey of 560 US adults conducted the week following the attack showed that 44 percent of U.S. adults reported substantial stress symptoms, with 90 percent reporting at least one symptom to some degree. Preferred coping methods included talking with others (98 percent), involvement in religious activities (90 percent), participation in group activities (60 percent), and contributing donations (36 percent) (Schuster, et al., 2001) .
A December Gallup poll found that the terrorism was "a life altering experience" for a third of Americans (Moore, 2002 ). An early 2002 survey by the American Psychological Association and others found that about 70 percent of Americans are still trying to "gain perspective on their lives." More than three-quarters are attempting to simplify their lives and focus on reprioritized goals (Bossolo & Lichtenstein, 2002) . The direct effects of traumatic crises have been well documented and the domestic terrorism at the Alfred P. Murrah Building in Oklahoma City provided a preview of the country's reaction to terrorism. The indirect effects of crises are known but less well understood, especially for various segments of our population.
Impact on people who have not been physically present in a disaster, but are nonetheless affected by it, has been variously called indirect, vicarious, and secondary trauma, as well as compassion fatigue and empathic strain. As media coverage has improved, real-time news enables involvement of people remote from the disaster site as events unfold. Extensive viewing of television news regarding the terrorism has been related to substantial stress reaction (Schuster, et al., 2001 ). In addition to mainline media news, online information from the web shows over three million links on "terrorism." It is possible for people to be repeatedly exposed to tragic images, emotional testimonials, and disturbing information on a daily basis.
Younger children's reactions to vicarious exposure have been extensively studied, with evidence showing that viewing of bomb-related television programs is associated with posttraumatic stress symptoms following the incident Pfefferbaum, 2000 Pfefferbaum, , 2001 . College students not only have experienced repeated exposure to media regarding the initial terrorism, but are additionally exposed to emerging related course content, are required to be knowledgeable on current events, may take a position on pro-or anti-war activism, and are exposed to campus initiatives and promotions about "increased campus security" (Noel-Levitz, 2002) . Although exposure by college students across the United States to news regarding the crisis would be expected to produce symptoms of trauma-related stress, this has not been extensively studied.
The purpose of the current study was to examine the chronic and vicarious impact of terrorism on a Midwestern college community. Higher education communities are a traditional and identifiable segment of the American landscape. There are more than 4,000 colleges and universities in the United States with a total student enrollment of about 14,502,000. The largest of these has as nearly 49,000 students enrolled-the equivalent size of a modest community. However, small colleges of less than 5,000 students comprise about 78 percent of the total number of higher education institutions (Snyder & Hoffman, 2001) .
Method

Participants
The focus of this study was the population of a small, liberal arts, Catholic college in the upper Midwest. The college has a tradition of fostering a strong sense of community, developing relationships among its members, and promoting projects with an emphasis on social responsibility. The entire campus population numbers about 1700 people, comprised of 72 percent students, 16 percent staff, and 12 percent faculty. The proportion of males to females among students is about one to three. The average age for student respondents was about 19, for staff was about 38, and for faculty was about 46. The campus is predominantly Caucasian, with ethnic students comprising only 4 percent. The campus is also close to an international shipping port, oil refinery, and an Air National Guard base, which may have raised the perceived risk level for some participants.
Procedures
The Student Affairs and Student Development officers of the college were contacted for endorsement of the survey in an effort to increase student response. The survey was also reviewed by the Human Resources officer to encourage similar return by faculty and staff. On December 13, just after the three month period following the attacks, an e-mail was sent to the entire college community explaining the purpose of the survey, affirming that it was anonymous, and that it could be taken conveniently online. A link on the e-mail directed them to the survey which, when completed and submitted, transferred data directly into a database for statistical analysis. One week later, a reminder was sent to all community members. The survey was closed four days following the reminder.
Instrumentation
The survey instrument was initially designed around the comments and concerns expressed by community members in casual conversations and intentional interviews. In addition, current literature on the September 11 crisis and similar crises was examined for representative statements. DSM-IV diagnostic criteria were also included for some items. A fivepoint Likert format was used for items, with options ranging from "1=never" to "5=very often."
Based on pilot study interviews with campus members, a 55-item instrument was designed. This instrument had 29 items covering stress symptoms, 21 items on coping methods, and 5 items on demographics. Participants were instructed to rate their current stress related experiences stemming from the September 11 terrorist attacks.
To provide a greater distribution for comparing responses, the 29 symptoms were combined into a Symptom Scale. An internal reliability or homogeneity of variance was calculated using Cronbach's alpha. The scale yielded an alpha of .93, indicating a highly homogeneous scale for measuring stress symptoms. However, the scale was not validated against other instruments.
Statistical Analysis
The online data entry format with fixed options and direct transferral to a database eliminated transcription errors and the possibility of outlier or extraneous responses. All data was tabulated in frequency distributions to aid in describing responses to individual items. The sample was segmented by group (student, faculty and staff), gender, and previous crisis.
Individual items relating to symptoms were reported by their frequency of response.
Responses indicating an occurrence of stress symptoms "4=frequently" or "5=very often" was used to define "substantial" stress responses. The 21 items reporting coping methods were also reported using percentages.
Results
Of the academic community of 1693, 589 members responded to the survey for a 37 percent response rate. The proportion of student respondents by academic year and gender matched the campus population, as did the proportion of male and female faculty and staff.
Symptoms and Concerns
Substantial symptoms (reported "frequently" or "very frequently") were endorsed by 76 percent of participants; 21 percent reported at least one symptom at that level. About 44 percent reported experiencing three or more substantial symptoms. The frequencies of substantial symptoms and concerns were rank ordered according to DSM-IV criteria into four categories: persistent re-experience, persistent avoidance, persistent arousal, and impaired functioning (see Table 1 ). Persistent re-experiencing of the trauma appeared minimal by report, with intrusive thoughts, anxiety, depression, and dreams at a frequency of less than 6 percent. Persistent avoidance was more pronounced with worry about terrorism, the future, traveling abroad, and flying being endorsed by about a quarter of respondents. To a lesser degree, respondents were apprehensive about mail from unknown sources (17.2 percent), losing civil liberties (14.7 percent), changes to the American Dream (14.1 percent), and travel (14.1 percent). About 14 percent reported a feeling of detachment from current events. Less than 5 percent reported avoiding large cities, restricting activities, avoiding crowds, feeling shame about their reaction, or staying at home. Most evident were persistent arousal symptoms of vigilance in which 40 percent were more aware of planes flying overhead, and about 27 percent worried about friends and family. To a lesser degree, respondents worried about diseases (7.4 percent) and were more distrustful of Arab people (5.8 percent). Somatic symptoms were less endorsed (4 percent or less) and included startle response, disturbed sleep, irritability, anxiety, disturbed concentration, and moodiness. Impairment of functioning was limited, with only 3.9 percent reporting stressrelated illness. Note. N=589
There were also gender differences in the response to trauma. This finding is consistent with the literature showing that twice as many women as men experience PTSD symptoms following exposure to a traumatic crisis (Breslau, 2001; NIMH Reliving Trauma, 2001 ). This study showed women reporting slightly higher symptoms than men on most items (<1 rating point difference, p<.000). Men and women did not significantly differ on their worries about losing civil liberties, distrust of Arab people, or feeling detached. The Stress Symptom Scale showed a mean of 49 for men and 59 for women (p<.000).
Students, faculty and staff were also compared regarding their reported symptoms using the Stress Symptoms Scale and measure of substantial symptoms (ratings of "frequently" or "very frequently"). Although faculty and staff were undifferentiated by their responses on either their stress symptoms (mean=61) or substantial symptoms (mean=4.2), students were significantly lower than these groups, with means of 54 and 2.7 respectively (p<.02).
Coping Preferences
Respondents endorsed a variety of coping preferences, categorized into five groups: cognitive, informational, relational, community, and other. Cognitive coping methods revolved around maintaining optimism about the future, reassessing priorities in life, and to a lesser degree, reassessing relationships and support. Academically inclined persons tend to cope with the world through understanding, and this appears no different in their managing threat. About 45 percent watch news, with about 10 percent reading about Islam and biological/chemical warfare. Other measures of coping included school assignments or writing on terrorism (7.5 percent) and reading survival literature (4.1 percent). Interestingly, about 8 percent attempt to avoid news on related topics. A primary source of coping was relational, in which about a quarter discussed terrorism with friends and 15 percent sought family and peer support. About 5 percent maintain social support through emails, and only 1 percent attended a support group. Sense of community often increases under threat, and about 24 percent of respondents joined community efforts to donate blood, food, money, and other resources. In addition, about 12 percent attended a memorial activity. Religious activity involvement increased for only 7.4 percent, and joining a helping organization was at only 3.7 percent.
Traditional channels of support and assistance during crisis were least endorsed by this group, in spite of the widespread availability and approachability of student counseling and student health services, and employee assistance programs. In spite of recognized discomfort with stress symptoms, seeking medical help or self medicating for stress was endorsed by only 1.9 percent, attending a support group by 1 percent, and seeking counseling by .8 percent. 
Coping Preferences by Sex
Women and men differed in their coping preferences on 11 of the 21 coping methods. Men were only slightly higher in their preferences for self-sufficiency or survivalist activities, while women were higher in their preferences for all other coping. Women were higher on items related to support seeking and relationship activities. There appeared to be no significant differences between the sexes on more cognitive methods such as obtaining more information or writing papers.
Prior Trauma
Prior traumatization has been clearly identified as an indicator of increased risk for developing chronic PTSD (King, et al., 1998; Stretch, Knudson, & Durand, 1998) , though more so for persons whose initial experience is more traumatic (Brunet, et al., 2001) . The current study showed that respondents who reported having experienced previous trauma showed a higher number of symptoms than those who denied such previous experience. The mean Symptom Scale score for those who denied previous trauma was 55, while the score for those noting previous trauma was 58 (p>.03). However, both group scores fall within a standard deviation of the total mean for the scale (mean=56, sd=16.8). While this finding is consistent with what is known about direct re-traumatization, it is a new finding regarding indirect re-traumatization with this population.
Discussion
The national survey conducted immediately following the September 11 attacks noted that there were few data against which the survey results could be compared (Schuster, et al., 2001 ). In addition, although several studies have been conducted regarding the impact of trauma on children, patients, emergency and military personnel with evident PTSD, little has been done to describe normal populations exposed to indirect traumatic events. The purpose of this study was to contribute to a description of the normal adult population, with a focus on a Midwestern college community.
The current study is not without limitations. The study participants were part of a small, Midwestern Catholic college with limited diversity. There was a 37 percent response rate; the 63 percent who did not respond may display different coping methods from those who did respond. As such, there is a question as to whether the results can be generalized to dissimilar colleges. Studies are needed at other types of colleges throughout the United States with more ethnically diverse populations, especially since different ethnic groups may experience and express trauma reactions differently. The instrument was designed around common complaints generated from pilot study interviews. In retrospect, the items should also have been designed around DSM IV PTSD categories. It should also be noted that role impairment was not covered, since it was assumed that if the participants were still on campus, they were not yet significantly or severely impaired. Nonetheless, knowledge of early signs of impairment would be useful.
There are some initial differences between recent surveys of the general adult population and the student community surveyed in this study. A recent national survey reported that 16 percent of Americans still experienced a depressed or anxious mood directly related to September 11 (Bossolo & Lichtenstein, 2002) , but only 4 percent of the student population expressed such concerns. While seven percent of Americans report going to a mental health professional or taking prescription medication to deal with their stress reactions to terrorism (Bossolo & Lichtenstein, 2002) , this study of students reflected less than two percent relying on medical help and less than one percent requesting counseling.
Although symptoms typically diminish over time for most people, the nature of the current protracted military conflict, Presidential admonition that the war will require a "long term commitment," as well as nightly news replaying continuing hazards tend to reinforce stress reactions. There is also some evidence that for persons with PTSD, symptoms may increase substantially over time (Wolfe, et al., 1999) . Frequent exposure to media covering traumatic events can stimulate physiological arousal, that in turn stimulates trauma-related memories or elicits anxiety thereby reinforcing the stimulus value of the events. The prospect that a military draft may be initiated, increase in academic courses on terrorism, and encounters between campus groups promoting peace and war may add to this stimulation. Such factors can become a perpetuating loop in which subclinical PTSD can escalate into clinical PTSD (van der Kolk, 1994) .
Response to stress appears to vary by segment. Regarding both direct and vicarious trauma, women historically are about twice as likely to experience stress related symptoms as men (Davidson, 2000) . In this study, students, faculty and staff also appear to show differences, with faculty and staff being similar and reporting slightly higher symptoms than students. This is not surprising since the likelihood of exposure to trauma increases with age (Kessler et al., 1995) . However, since faculty are most often role models and mentors, their own stress and coping may influence students constructively or adversely.
The results show that persistent avoidance and persistent arousal tend to dominate the DSM symptom clusters. College members rely primarily on cognitive, informational, and interpersonal means of coping. Consequently, intervention should focus on reducing the particular symptoms noted above and utilizing the college community's preferred coping methods.
This study provides some recommendations for serving higher-education health care needs. While personal physicians and student health programs are usually considered as first lines of defense for identifying PTSD (or at least stress symptoms of concern), the evidence indicates that students first seek friends and family for support, and are least likely to seek professional services. This suggests that additional efforts be made to provide friends, family, and the general public, with information on identifying PTSD and stress symptoms, how to provide sound support, and when and how to refer to professionals.
There may also be a caveat not to overreact to the prospect of PTSD in student populations. For example, while fear of flying continues to be reported by about one of every five people following September 11, this is not appreciably different from the pre-war incidence of flying phobia noted by about 18 percent of the general public (Brewer, 2001) . In addition, a 1994 survey of a nonclinical sample of college students showed that 84 percent had already experienced one traumatic event sufficient to elicit PTSD symptoms, with a third of students having experienced four or more (Vrana & Lauterbach, 1994) . This caution is not intended to minimize the impact of terrorism on students, but to acknowledge that student populations have already been exposed to traumas of various kinds.
Once post-trauma symptoms become chronic, people are often more difficult to treat (Goldman, 2001) , may rely on poor coping such as alcohol, and can become dependent on long term use of the health care system (Rubin & Gardner, 1999) . Persons who have experienced previous trauma and those who have previous psychiatric illness may be increasingly vulnerable. In addition, the emotional intensity of the terrorist incidents may elicit emotions about unrelated trauma that may also require attention. People who have more intense reactions to terrorism may be well advised to minimize their exposure to media covering terrorism, in spite of its popularity.
Given the prospect of continuing international conflict, and the specter of recurrent terrorist threats inside the United States, American colleges should consider the support systems necessary to help campus communities cope better. Although students appear reluctant to utilize the traditional mental health services for counseling related to terrorism reactions, student counseling and health services should be alert to the presentation of vague somatic or cognitive inefficiency complaints masking such a reaction. Faculty, peer advisors, and residence hall staff are also on the front line for first noticing student reactions, which might present as an unexpected fluctuation in grades, more intense examination of personal values and goals, and reprioritizing relationships and activities. There may also be a concomitant rise in alcohol use as students seek more informal social support and self medication for anxiety. Programs and information on how to identify and understand stress reactions, provide support, and make referrals provide students, faculty, and parents with active skills for helping. Anniversary reactions to September 11 and other incidents might be expected, perhaps continuing for many years. It would be advantageous to alert professors and other support staff to be more vigilant in the weeks before and following the anniversary to identify students who may need support. There could be an emphasis on providing continuing education for faculty and staff on stress or personal crisis signs and symptoms, on post-traumatic stress disorder, and on support skill building. For an anniversary memorial, each academic discipline could cover the incident from its unique perspective. Student organizations could also be trained and enlisted in providing information, support, and referral. The campus web page might have a side bar with a link for additional information on the anniversary and post-traumatic stress disorder. This emphasizes the importance of developing the support skills of the campus social systems who are most likely to witness, and be in a position to respond to, members' longer term stress reactions.
